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Introduction {#sec004}
============

Sudden cardiac arrest (SCA) from ventricular arrhythmia (VA) constitutes a major public health problem and accounts for approximately 50% of all cardiovascular deaths \[[@pone.0228818.ref001]\]. Despite the progress been made in risk prediction of SCA, the greatest challenge is to identify reliable risk predictors in patients with and without structural heart disease \[[@pone.0228818.ref002]\]. Beat-to-beat morphological variation (divergence) in the duration and amplitude of ventricular action potentials has been recognized as a promising index of arrhythmic susceptibility and dynamic electrical instability that predisposes to ventricular tachycardia (VT) and fibrillation (VF) \[[@pone.0228818.ref003]\]. Such subtle morphological variation might manifest as T wave and microvolt T wave alternans in ECG, which has been correlated with the risk for VA and SCA \[[@pone.0228818.ref004]\].

In patients with an implantable cardioverter-defibrillator (ICD), beat-to-beat morphological variation might even be recorded by ICD leads before spontaneous VT and VF, suggesting that these morphological variations might serve as a warn sign before VF and subsequent ICD shocks \[[@pone.0228818.ref005]\]. In patients who were unable to achieve an adequate heart rate for beat-to-beat morphological variation evaluation, programmed ventricular stimulation (PVS) using burst ventricular pacing by electrodes or the atrial/ventricular leads of an implantable device has been found to be a reliable alternative to predict VA \[[@pone.0228818.ref006]\]. By analyzing the electrograms from the anti-tachycardia pacing episodes in the ICD, we also found that high ventricular divergence is predictive of a failed therapy with a sensitivity and specificity of 81.9% and 65.9%, respectively \[[@pone.0228818.ref007]\]. Although morphological variation has been liked to temporal dispersion of repolarization in myocardial substrate, the mechanism by which the increased divergence leads to VA remains unclear \[[@pone.0228818.ref008]\].

Epicardial wavebreaks resulting from multiple wave collisions may predispose the myocardial substrate to fibrillate, serving as a potential source of VF \[[@pone.0228818.ref009], [@pone.0228818.ref010]\]. We reported earlier that therapeutic hypothermia (TH) at 30°C could create an arrhythmia substrate and increase epicardial wavebreaks for VF maintenance in isolated rabbit hearts \[[@pone.0228818.ref011]--[@pone.0228818.ref013]\]. The infusion of the gap junction modifier rotigaptide during TH could enhance ventricular conduction, decrease epicardial wavebreaks, and reduce the incidence of VF \[[@pone.0228818.ref011]\]. Smith et al also found that TH at 29°C increased the beat-to-beat ECG variation during burst ventricular pacing, which was associated with more inducible VT/VF in a canine experiment \[[@pone.0228818.ref014]\]. With this pro-arrhythmic model, we were able to evaluate the myocardial substrate properties by delivering burst ventricular pacing, while simultaneously measuring the divergence and epicardial wavebreaks before and after rotigaptide infusion. We hypothesized that high ventricular divergence at ECG during PVS is associated with more epicardial wavebreaks, leading to the occurrence of pacing-induced VF (PIVF). Enhancing cell-to-cell coupling using rotigaptide during TH may simultaneously reduce ventricular divergence and epicardial wavebreaks, thus reducing the probability of PIVF. Understanding this mechanism might improve the patient safety during TH by delivering essential anti-arrhythmic therapy when increased beat-to-beat morphological was detected before the recurrence VF.

Methods {#sec005}
=======

The study protocol was approved by the Institutional Animal Care and Use Committee of Taichung Veterans General Hospital (La-1051352).

Langendorff preparation and pseudo-ECG recordings {#sec006}
-------------------------------------------------

New Zealand white rabbits (3.0±0.3 kg, n = 19) were used. Before anesthetization, ketamine (10 mg/kg) was injected intramuscularly to calm the animals. After 10--15 min, the rabbits were intravenously injected with heparin (1,000 units) and anesthetized with sodium pentobarbital (35 mg/kg) via the marginal ear vein. After a median sternotomy, the hearts were rapidly excised. The ascending aorta was cannulated and perfused with 37°C oxygenated Tyrode\'s solution composed of (in mM): 125 NaCl, 4.5 KCl, 0.5 MgCl~2~, 24 NaHCO~3~, 1.8 NaH~2~PO~4~, 1.8 CaCl~2~, 5.5 glucose, and albumin (40 mg/L) in deionized water \[[@pone.0228818.ref011]--[@pone.0228818.ref013]\]. Coronary perfusion pressure and flow rate were maintained at 60--65 mmHg and 35--45 ml/min, respectively \[[@pone.0228818.ref011]--[@pone.0228818.ref013]\]. The hearts were also superfused in a thermostatized tissue bath. Pseudo-ECG (p-ECG) was obtained through use of a pair of electrodes attached to both ventricles to determine the ventricular rhythm \[[@pone.0228818.ref011]\]. A bipolar hook electrode was anchored to the right ventricular outflow tract (RVOT) for ventricular pacing.

Optical mapping {#sec007}
---------------

Epicardial activations in the anterior and posterior surfaces of the hearts were simultaneously mapped by a two-camera optical mapping system \[[@pone.0228818.ref011]--[@pone.0228818.ref013]\]. The hearts were stained with di-4-ANEPPS, and excited with 4 light-emitting diode modules (wavelength = 519±20 nm). Induced fluorescence was collected by two image-intensified charge-coupled cameras (model CA D1-0128T) \[[@pone.0228818.ref011]--[@pone.0228818.ref013]\]. Optical signals were gathered at 3.85-ms sampling intervals for 1,000 frames, acquired from 128x128 sites simultaneously over a 30x30 mm^2^ area in each aspect of the heart. For each recording, optical data was acquired continuously for 3.85 sec (1,000 phase maps). In previous studies, we have demonstrated that a similar camera system with this frame rate could successfully capture wavebreaks and phase singularities (PSs) \[[@pone.0228818.ref015], [@pone.0228818.ref016]\]. Furthermore, a long exposure time (3.85 sec) is essential to capture the whole process from the beginning of burst pacing to the initiation of VF in optical mapping system. Cytochalasin-D (5 μM) was used as an excitation-contraction un-coupler to minimize motion artifacts. In a typical time-embedded phase portrait, the upstroke of the action potential corresponds to a phase ranging from −3/4π to −1/4π, displayed in light-blue pixels on the representing color scale \[[@pone.0228818.ref011]--[@pone.0228818.ref013]\].

Induction of hypothermia (30°C) {#sec008}
-------------------------------

Two thermostatic systems were used to control the temperature of the hearts \[[@pone.0228818.ref011], [@pone.0228818.ref013]\]. By switching between the two systems, the tissue bath temperature could be inter-changed between warm (37°C) and cool (30°C) settings. To induce hypothermia, we shifted the thermostatic system to the cool setting, and at the same time with the superfusate quickly replaced with a cool Tyrode's solution. During the cooling procedure, the temperature in the upper, middle, and lower thirds of the tissue bath was checked every 1--2 min until 30°C was achieved at all levels. After reaching the target temperature (30°C), the tissue bath was kept at this temperature for an additional 5 min to ensure thermal homogeneity, before starting the study protocol.

Study protocol {#sec009}
--------------

### Protocol I: Rotigaptide on ventricular divergence, epicardial wavebreaks, and susceptibility to VF during TH (30°C) (n = 10) {#sec010}

S~1~ pacing (2× diastolic threshold) protocol was used to determine the ventricular conduction velocity (CV), action potential duration (APD), and susceptibility to VF \[[@pone.0228818.ref011]\]. CV and APD were obtained with pacing cycle lengths (PCL) 400 to 120 ms at each stage. At baseline (37°C), we progressively shortened the S~1~ PCL (frequency) to identify the shortest PCL which achieved a 1:1 ratio ventricular capture. This PCL was selected as the initial PCL for burst pacing to induce VF. Afterwards, the heart was cooled and maintained stably at 30°C for 30 min. Five to ten burst pacing trains (30 sec in duration) using the shortest PCL for ventricular capture were delivered to test the inducibility of VF. If VF could be induced and persisted for \>1 min, a defibrillation shock would be delivered through the defibrillation coil, and this episode was considered to be a PIVF episode \[[@pone.0228818.ref017]\]. Afterwards, rotigaptide (300 nM) was infused into the heart for 20 min, and VF induction protocol was repeated. We had chosen the concentration of rotigaptide to be 300 nM based upon the maximal effective concentration reported in the literature \[[@pone.0228818.ref018]\]. During the burst pacing period in each VF inducibility test, both optical (for wavebreak evaluation) and p-ECG (for divergence) data were simultaneously recorded.

### Protocol II: Vehicle on electrophysiological properties and susceptibility to VF during TH (30°C) (n = 4) {#sec011}

This protocol is the same as protocol I, except for using vehicle (saline) instead of rotigaptide.

### Protocol III: Different pacing sites on ventricular divergence, epicardial wavebreaks and susceptibility to VF during TH (30°C) (n = 3) {#sec012}

Another bipolar hook electrode was placed at the lateral aspect of left ventricle (LV), in addition to the original one at RVOT. This protocol is the same as protocol I, except for that in each stage, ventricular pacing was performed at RVOT firstly followed by pacing from LV.

### Protocol IV: Extensive endocardial ablation on ventricular divergence, epicardial wavebreaks and susceptibility to VF during TH (30°C) (n = 2) {#sec013}

This protocol is the same as protocol I, except for using Lugol's solution (5 g I~2~ and 10 g KI dissolved in 100 ml deionized H~2~O) to paint the endocardial surface of both ventricles with 2 cotton swabs for 10--15 sec to perform extensive endocardial ablation before starting the experimental protocol.

Data analysis {#sec014}
-------------

### Construction of CV and APD restitution curves using S~1~ pacing method {#sec015}

CV and APD and restitution curves were constructed as previously reported \[[@pone.0228818.ref011], [@pone.0228818.ref012]\]. Briefly, epicardial activation perpendicular to the propagating wavefront was selected to measure the CV. The epicardial CV was evaluated by dividing the distance between 2 epicardial points with the conduction time (CT) using depolarization isochronal maps ([Fig 1A](#pone.0228818.g001){ref-type="fig"}). The CT between 2 epicardial points was measured by 50% crossover of the action potential amplitude in activation maps. We evaluated the CV at the centers of the anterior (A) and posterior (P) aspects of both ventricles (RV and LV). The mean of the CVs from these 4 areas became the CV of the heart. For APD evaluation, pixels at the center of the anterior and posterior surface of both ventricles were selected to determine the APD~80~ (APD at 80% repolarization) and APD restitution curves. The maximal slope of APD restitutions for each heart is the mean of the data from these 4 sampling sites.

![A, representative isochronal maps (from heart \#10) at pacing cycle length (PCL) 350 ms during baseline (BL, 37°C), therapeutic hypothermia (TH, 30°C), and after rotigaptide (Roti) infusion. These maps are constructed by consecutive frames shown in different colors (1 frame = 3.85 ms), and used for evaluation of ventricular conduction velocity (CV). The average CVs of each stage are shown below. \*Pacing site. B, CVs during these 3 stages at different PCLs. C, representative action potential duration (APD) restitution curves from a site at left ventricle (from heart \#9) during these 3 stages. D, maximal slope of APD restitutions at there 3 stages.](pone.0228818.g001){#pone.0228818.g001}

Phase mapping was performed to evaluate the wavefront characteristics, along with the location and evolution of the PSs \[[@pone.0228818.ref012], [@pone.0228818.ref017]\]. A PS is defined as a site with an ambiguous phase surrounded by pixels exhibiting a continuous phase progression from--π to +π. Because of the close spatiotemporal correlation between PSs and wavebreak, PS has been a robust alternate representations of wavebreaks, serving as the source of VF \[[@pone.0228818.ref010]\]. By screening through phase maps frame-by-frame, epicardial PSs were identified. To quantify wavebreaks during VF, the number of PSs in each phase map was counted manually every 10 frames over the course of 1,000 frames in each optical recording \[[@pone.0228818.ref012]\]. Fast Fourier Transforms of p-ECGs (4 sec in duration) were used to determine the dominant frequency (DF) of each VF studied.

APD alternans was defined as the difference in APD~80~ on two consecutive beats of ≥3.85 ms during S~1~ pacing \[[@pone.0228818.ref011]\]. Spatially concordant alternans (SCA) was defined as APD alternation in phase spatially, whereas spatially discordant alternans (SDA) was defined as an alternation out of phase spatially \[[@pone.0228818.ref019]\]. Therefore, the SDA threshold was defined as the longest S~1~ PCL at which SDA was detected.

We have previously used the beat-to-beat morphologic variation (divergence) to predict the response of anti-tachycardia pacing on VT in patients with structural heart disease \[[@pone.0228818.ref007]\]. Note that the term of divergence is also known for the measure of the \"distance\" of one probability distribution to the other in statistics, which is also known as "relative entropy" \[[@pone.0228818.ref020]\]. We employed the concept to analyze the degree of morphologic variation of each activation on p-ECG in this study. The maximal activation (local peak) of each p-ECG was identified firstly. Each p-ECG was then normalized with respect to the maximum values. The length of each p-ECG was defined by 80% of the average duration between the two consecutive activations. Each p-ECG was then extracted and aligned by the point of maximal activation so as to prevent the morphologic variation from the interference caused by the varying interval of two consecutive activations and the varying signal strength. Finally those aligned waveforms were applied to the proposed divergence equation. The *i*th normalized p-ECG can be denoted by $X_{i} = \left\{ s_{k - \frac{L + 1}{2}}\ldots s_{k}\ldots.s_{k + \frac{L - 1}{2}} \right\}$, where *L* is the data length of the *i*th p-ECG, and s~k~ is the data point with the maximum voltage. A template p-ECG $\overline{X}$ was constructed by averaging all of the normalized p-ECG, i.e. $\overline{X} = \frac{1}{N}{\sum_{i = 1}^{i = N}X_{i}}$ for an episode of *N* p-ECG. The morphologic variation between the *i*th p-ECG and template was derived by calculating the standard deviation (std) of the difference between *i*th p-ECG and template, i.e. $d\left( {X_{i},\overline{X}} \right) = std\left( X_{i} - \overline{X} \right)$, for which is used to reflect the averaged 2-norm distance between the *i*th p-ECG and template. The overall morphologic variation was finally obtained by averaging all of the morphologic variations regarding the *i*th p-ECG, which is the "divergence" of the p-ECG, i.e., $Divergence = \frac{1}{N}{\sum_{i = 1}^{N}{d\left( {X_{i},\overline{X}} \right)}}$ \[[@pone.0228818.ref007]\]. Note that the divergence will be zero for an episode with identical ventricular p-ECG.

Statistical analysis {#sec016}
--------------------

Data were presented as mean± SD. We used the non-parametric Wilcoxon signed-rank test for paired comparisons (within the groups), and the Mann-Whitney U test for independent comparisons (between the groups). Analysis of variance (ANOVA) was used to compare the means of three or more groups, with p-values adjusted by the Bonferroni method. Fisher's exact test was used to compare the categorical data between groups. Probability values of p ≤0.05 were considered statistically significant.

Results {#sec017}
=======

Rotigaptide on CV and APD restitutions during TH (30°C) {#sec018}
-------------------------------------------------------

The cycle lengths of baseline spontaneous beats during TH were 1153±262 ms at the beginning of the protocol, and 1182±385 ms before rotigaptide treatment. The effects of rotigaptide on CV and APD restitutions during TH were shown in [Fig 1](#pone.0228818.g001){ref-type="fig"}. Compared to baseline, CVs were decreased during TH ([Fig 1A and 1B](#pone.0228818.g001){ref-type="fig"}). Rotigaptide increased the CVs during TH (i.e., at PCL 350 ms, TH: 61.6±6.3 cm/s, TH+Roti: 67.2±5.5 cm/s, p = 0.012) ([Fig 1B](#pone.0228818.g001){ref-type="fig"}). Compared to baseline, APDs were prolonged during TH. However, rotigaptide did not change the APDs during TH (i.e., at PCL 350 ms, TH: 238±12 ms, TH+Roti: 243±15 ms, p = 0.28). The maximal slope of APD restitution was increased from 1.00±0.12 at baseline to 1.73±0.39 during TH (p = 0.001) ([Fig 1C and 1D](#pone.0228818.g001){ref-type="fig"}). However, the maximal slope of APD restitution was not changed by rotigaptide during TH (p = 0.60). In control group, rotigaptide did not change APDs (i.e., at PCL 350 ms, TH: 232±14 ms, TH+vehicle: 238±9 ms, p = 0.22), CV (i.e., at PCL 350 ms, TH: 63.7±16.4 cm/s, TH+vehicle: 63.8±19.9 cm/s, p = 0.98) and maximal slope of APD restitutions (TH: 2.01±0.57, TH+vehicle: 2.26±1.23, p = 0.70).

Effects of rotigaptide on VF inducibility during TH {#sec019}
---------------------------------------------------

Of the 10 hearts in the rotigaptide group, a total of 112 optical/p-ECG recordings (62 at TH, 50 at TH plus rotigaptide) during burst ventricular pacing were analyzed. The experiment duration of each heart was 126±15 min ([S1 Fig](#pone.0228818.s001){ref-type="supplementary-material"}). [S1 Table](#pone.0228818.s002){ref-type="supplementary-material"} showed the PCLs and results of each pacing attempt in the rotigaptide group. Two hearts (\#1 and \#6) did not develop any PIVF episode throughout the pacing protocol. The PCLs used for VF induction were similar both before (206±40 ms, n = 62) and after (204±46 ms, n = 50) rotigaptide during TH (p = ns). During TH, rotigaptide decreased the percentage of PIVF episodes from 55% (34 out of 62 episodes) to 34% (17 out of 50 episodes) (p = 0.036) ([Fig 2A](#pone.0228818.g002){ref-type="fig"}). The PCL used in PIVF episodes (196±37 ms, n = 51) is shorter than that in non-PIVF episodes (212±45 ms, n = 61, p = 0.044). In the PIVF episodes, the DF of the VFs were indifferent before (6.7±1.5 Hz, n = 34) and after (6.2±1.1 Hz, n = 17) rotigaptide infusion (p = 0.20). The VF inducibility also decreased from 48±31% at TH to 22±32% after rotigaptide infusion (p = 0.032) ([Fig 2B](#pone.0228818.g002){ref-type="fig"}). In control group, the VF inducibility was not changed with vehicle infusion (TH: 25±25%, TH+vehicle: 58±50%, p = 0.16).

![A, Rotigaptide (Roti) on pacing-induced ventricular fibrillation (VF) episodes during therapeutic hypothermia (TH, 30°C). B, Rotigaptide on the probability of pacing-induced VF during TH.](pone.0228818.g002){#pone.0228818.g002}

Rotigaptide on ventricular divergence and epicardial wavebreaks during TH {#sec020}
-------------------------------------------------------------------------

[Fig 3](#pone.0228818.g003){ref-type="fig"} shows an example of ventricular divergence both before ([Fig 3A](#pone.0228818.g003){ref-type="fig"}) and after rotigaptide infusion ([Fig 3B](#pone.0228818.g003){ref-type="fig"}) during TH. The ventricular divergence was higher in the PIVF episodes (0.16±0.11, n = 51) than that of the non-PIVF episodes (0.09±0.07, n = 61) (p\<0.001) ([Fig 4A](#pone.0228818.g004){ref-type="fig"}) during TH. Rotigaptide decreased the ventricular divergence from 0.13±0.10 (n = 62) at TH to 0.09±0.07 (n = 50) after being added rotigaptide (p = 0.018) ([Fig 4B](#pone.0228818.g004){ref-type="fig"}). Similar to the changes in divergence, the PIVF (0.85±0.71) episodes had a higher number of epicardial wavebreaks than those of the non-PIVF (0.11±0.26) episodes during TH (p\<0.001) ([Fig 4C](#pone.0228818.g004){ref-type="fig"}). The number of epicardial wavebreaks also dropped from 0.59±0.73 at TH to 0.30±0.49 after rotigaptide treatment (p = 0.036) ([Fig 4D](#pone.0228818.g004){ref-type="fig"}). The life spans of each wavebreak in PIVF episodes were similar before (102±48 ms) and after (91±32 ms) rotigaptide (p = 0.50).

![Two examples of divergence analysis at burst ventricular pacing cycle length (PCL) of 240 ms during therapeutic hypothermia (TH, 30°C) in heart \#10.\
A, without rotigaptide, this episode shows significant morphological variation during pacing with a high divergence of 0.1107. VF occurred immediately after stopping pacing. B, with rotigaptide, this episode shows minimal morphological change during pacing with a low divergence of 0.0272. Normal rhythm was observed immediately after stopping pacing.](pone.0228818.g003){#pone.0228818.g003}

![Ventricular divergence (A, B) and epicardial wavebreaks (C, D) in the pacing-induced ventricular fibrillation (PIVF) and non-PIVF (no VF) episodes with and without rotigaptide (Roti) infusion during therapeutic hypothermia (TH, 30°C).](pone.0228818.g004){#pone.0228818.g004}

[Fig 5](#pone.0228818.g005){ref-type="fig"} shows the dynamic changes in beat-to-beat ventricular divergence and epicardial wavebreaks in PIVF and non-PIVF episodes, as well as the changes with and without rotigaptide. In these episodes, divergence abruptly increased during burst pacing, and then reached a steady state level after the 6^th^ beat ([Fig 5A](#pone.0228818.g005){ref-type="fig"}). [Fig 5B](#pone.0228818.g005){ref-type="fig"} shows that the PIVF episodes have a higher divergence than those of the non-PIVF episodes with (PIVF: 0.14±0.10, non-PIVF: 0.07±0.03, p = 0.02) or without (PIVF: 0.16±0.11, non-PIVF: 0.10±0.05, p = 0.004) rotigaptide treatment. In the non-PIVF episodes, the divergence was lower when rotigaptide was introduced (0.07±0.03), than it was without (0.10±0.05) during TH (p = 0.04). In the PIVF episodes, the divergence was unaffected by the rotigaptide infusion (p = 0.41). Similar to the changes in divergence, the epicardial wavebreak number progressively increased during pacing in the PIVF episodes, while the wavebreak numbers remained few in the non-PIVF episodes ([Fig 5C](#pone.0228818.g005){ref-type="fig"}). The PIVF episodes also had more epicardial wavebreaks than those of the non-PIVF episodes, both with (PIVF: 0.86±0.53, non-PIVF: 0.05±0.10, p\<0.001) and without (PIVF: 0.85±0.80, non-PIVF: 0.22±0.40, p = 0.005) rotigaptide ([Fig 5D](#pone.0228818.g005){ref-type="fig"}). In non-PIVF episodes, the wavebreak number was lower with rotigaptide (0.05±0.10) than it was without rotigaptide (0.22±0.40) during TH (p = 0.03). In the PIVF episodes, the wavebreak number was similar with or without rotigaptide (p = 0.96).

![Beat-to-beat dynamic ventricular divergence (A, B) and epicardial wavebreaks (WBs) (C, D) during burst pacing in the pacing-induced ventricular fibrillation (PIVF) and non-PIVF episodes with and without rotigaptide (Roti) infusion during therapeutic hypothermia (TH, 30°C).](pone.0228818.g005){#pone.0228818.g005}

[Fig 6](#pone.0228818.g006){ref-type="fig"} provides an example of simultaneous epicardial activation and ventricular divergence during ventricular pacing in a rotigaptide-treated non-PIVF episode. The ventricular divergence was low, and epicardial wavebreaks were also few during pacing. Conversely, [Fig 7](#pone.0228818.g007){ref-type="fig"} is an example of a PIVF episode in the absence of rotigaptide during TH. In this episode, the ventricular divergence and epicardial wavebreak numbers were both high during pacing. Unidirectional block and wavebreak occurred soon during pacing with sustained reentry degenerated into complex wavefront collisions and fibrillatory conduction ([S1 Movie](#pone.0228818.s003){ref-type="supplementary-material"}).

![Simultaneous recordings of epicardial activations (A), pseudo-ECG (B), dynamic changes of divergence (C), and epicardial wavebreaks (D) at the start of burst ventricular pacing at pacing cycle length (PCL) 200 ms during therapeutic hypothermia (TH, 30°C) in an episode of low divergence (data is from heart \#7). Note that the divergence increased to 0.040 at the 3^rd^ beat and decreased to 0.028 at the 17^th^ beat. VF was not inducible in this episode (B). Black triangles in panel A indicate points of wavebreaks (WBs).](pone.0228818.g006){#pone.0228818.g006}

![Simultaneous recordings of epicardial activations (A), pseudo-ECG (B), dynamic changes of divergence (C), and epicardial wavebreaks (D) at the start of burst ventricular pacing at pacing cycle length (PCL) 200 ms during therapeutic hypothermia (TH, 30°C) in an episode of high divergence (data is from heart \#7). Note that the divergence increased to 0.031 at the 2^nd^ beat and remained as high as 0.63 at the 17^th^ beat. VF was inducible after stopping pacing (B). Black triangles in panel A indicate points of wavebreak (WBs).](pone.0228818.g007){#pone.0228818.g007}

In the 112 pacing induction episodes, SDA was observed in 50 episodes while SCA was seen in 38 episodes. The divergence in the SDA episodes (0.11±0.06) was higher than that in the SCA episodes (0.08±0.04) (p = 0.03).

Correlation between divergence and epicardial wavebreaks {#sec021}
--------------------------------------------------------

Linear regression analysis showed a correlation existed between ventricular divergence and the numbers of epicardial wavebreaks during ventricular pacing at TH (p\<0.001, R^2^ = 0.334, [Fig 8](#pone.0228818.g008){ref-type="fig"}). This correlation between divergence and wavebreaks also exists in PIVF (p\<0.001, R^2^ = 0.199) and non-PIVF (p\<0.001, R^2^ = 0.261) episodes. In the episodes of PCL≤200, the correlation between divergence and wavebreak was significant (p\<0.001, R^2^ = 0.313). In the episodes of PCL\>200, the correlation between divergence and wavebreak was also significant (P\<0.001, R^2^ = 0.224).

![Linear correlation of ventricular divergence versus epicardial wavebreaks (WBs) in all burst pacing episodes during therapeutic hypothermia (TH, 30°C).](pone.0228818.g008){#pone.0228818.g008}

Different pacing sites on the divergence and VF inducibility {#sec022}
------------------------------------------------------------

The divergence of the PIVF episodes was not different between RV (0.15±0.04) and LV (0.15±0.07) pacing (p = 0.97). Also, the divergence of the non-PIVF episodes was not different between RV (0.12±0.07) and LV (0.11±0.05) pacing (p = 0.60). The inducibility of VF was also similar before (p = 0.20) and after (p = 0.23) rotigaptide infusion between RV and LV pacing. These findings indicated that the divergences and VF inducibility in this model were not affected by changing the pacing sites.

Extensive endocardial ablation on the divergence and VF inducibility {#sec023}
--------------------------------------------------------------------

The divergence in the PIVF episodes was similar between the ablated (0.20±0.11, protocol IV) and non-ablation hearts (0.16±0.11, protocol I) (p = 0.38). The divergence in the non-PIVF episodes was similar between the ablated (0.09±0.02, protocol IV) and non-ablation hearts (0.09±0.07, protocol I) (p = 0.81). The wavebreaks in the PIVF episodes was similar between the ablated (0.52±0.25, protocol IV) and non-ablation hearts (0.85±0.71, protocol I) (p = 0.36). The wavebreaks in the non-PIVF episodes was similar between the ablated (0.10±0.12, protocol IV) and non-ablation hearts (0.11±0.26, protocol I) (p = 0.83). These findings indicated that endocardial sources might not have impact on the epicardial wavebreaks in this model. Rotigaptide decreased the VF inducibility from 50±14% to 0% (p = 0.04).

Discussion {#sec024}
==========

The major findings of this study are (1) The changes in ventricular divergence after rotigaptide infusion paralleled with the changes in epicardial wavebreaks in both the PIVF and non-PIVF episodes during TH. (2) Linear regression analysis showed a correlation between ventricular divergence and the number of epicardial wavebreaks during ventricular pacing at TH. (3) Rotigaptide increased CV, and decreased both the ventricular divergence and the number of epicardial wavebreaks at ventricular pacing, and decreased the probability of PIVF during TH.

Beat-to-beat morphological variation on arrhythmic susceptibility {#sec025}
-----------------------------------------------------------------

Beat-to-beat morphological variation (divergence) in the duration and amplitude of ventricular electrograms been shown to predict VA and SCA among diverse patients with ischemic and non-ischemic cardiomyopathy \[[@pone.0228818.ref003]\]. Such subtle morphological variation might manifest as T wave alternans in ECG, which has been correlated with risk for VA and SCA \[[@pone.0228818.ref004]\]. By analyzing ambulatory ECG from patients, Shusterman et al found that the beat-to-beat morphological oscillations increased before the onset of spontaneous VF, indicating that these morphological variations might have a temporal relationship with the onset of VF \[[@pone.0228818.ref021]\]. In patients with an ICD, beat-to-beat morphological variation might even be recorded by ICD leads before spontaneous VT and VF \[[@pone.0228818.ref005]\]. In patients with inadequate or irregular heart beat for divergence evaluation, PVS using burst ventricular pacing by electrodes or the atrial/ventricular leads of an implantable device has been found to be a reliable alternative to predict VA \[[@pone.0228818.ref006]\]. Although these findings indicated that these morphological variations might serve as a warn sign before VF, the mechanisms by which increased morphological variation lead to VA remains unclear.

Several mechanisms have been proposed to link the increased divergence with the occurrence of VA \[[@pone.0228818.ref022]\]. Increased heart rate could induce concordant alternans, which could progress to discordant alternans as the heart rate speed up and produce beat-to-beat morphological variation on ECG \[[@pone.0228818.ref023]\]. Discordant alternans causes steep gradients of repolarization that can provide the substrate for unidirectional functional block and the initiation VA \[[@pone.0228818.ref019]\]. Other study suggested that beat-to-beat morphological variation on ECG reflected increased heterogeneity in ventricular repolarization secondary to a steep repolarization restitution curve \[[@pone.0228818.ref022]\]. In this study, we observed a direct correlation between ventricular divergence and epicardial wavebreaks that leads to VF occurrence, providing another mechanism of increased morphological variation contributed to VF via epicardial wavebreak. Further studies are warrant to evaluate if this phenomenon still occurs in structurally diseased hearts.

Ventricular divergence and epicardial wavebreaks on VF occurrence {#sec026}
-----------------------------------------------------------------

TH has been shown to improve neurological outcomes in patients resuscitated from cardiac arrest \[[@pone.0228818.ref024]\]. Chorro et al reported that acute reduction of ventricular temperature to \<20°C might simplify VF activation patterns and terminated VF \[[@pone.0228818.ref025]\]. However, the temperature (\<20°C) they used is far below the therapeutic range of hypothermia. Harada et al found that TH at 30°C in 2-dimensional rabbit ventricles enhanced wavebreaks and regeneration of new spiral waves during VF, facilitating VT and VF maintenance. This finding is consistent with the pro-arrhythmic model used in the current study \[[@pone.0228818.ref026]\]. In contrast, TH at 33°C might increase the chance of spiral wave collision and VT/VF self-termination, indicating that 33°C is a safe temperature for clinical use \[[@pone.0228818.ref026]\].

In this hypothermic (30°C) and pro-arrhythmic rabbit heart model, we found that the divergence had changed in parallel with the changes in epicardial wavebreaks during TH. To establish their correlation, we used rotigaptide treatment to reduce epicardial wavebreaks as in our previous study \[[@pone.0228818.ref011]\], and found that the divergence had decreased as well ([Fig 4B and 4D](#pone.0228818.g004){ref-type="fig"}). The infusion of rotigaptide also simultaneously reduced both divergence ([Fig 5B](#pone.0228818.g005){ref-type="fig"}) and wavebreaks ([Fig 5D](#pone.0228818.g005){ref-type="fig"}) in episodes of non-PIVF. Linear regression analysis showed that the divergence and epicardial wavebreak numbers were correlated. These findings suggest that ventricular divergence on ECG could be a predictor of epicardial wavebreaks during PVS.

In the present study, episodes of PIVF showed a higher divergence and more epicardial wavebreaks when compared to episodes of non-PIVF. Infusion of rotigaptide not only reduced both divergence and epicardial wavebreaks, but also decreased the probability of PIVF, indicating that reducing both divergence and epicardial wavebreaks could lead to less VF. In multiple wavelet hypothesis, wavebreaks resulting from collisions of propagation mother wavelets might generate daughter wavelets in a self-sustaining turbulent process to maintain VF \[[@pone.0228818.ref027]\]. Using optical mapping techniques, PS found on phase maps is the area of ambiguous activation state which underlies the formation of rotor and wavebreaks, and serves as a source of VF \[[@pone.0228818.ref010]\]. Taken together, the increase in divergence during ventricular pacing could indicate multiple epicardial wavebreaks, which is essential for VF maintenance. Infusion of rotigaptide lowered the number of epicardial wavebreaks, and reduced the probability of PIVF.

Because epicardial wavebreaks cannot be observed in clinical practice, patients with high ventricular divergence during PVS should be carefully evaluated in order to identify underlying instability of myocardial substrate. Recently, a 3D multi-electrode vest which can gather cardiac electrophysiological data from the body surface has become widely used \[[@pone.0228818.ref028]\]. With this technology, one would be able to obtain bi-atrial and bi-ventricular, 3-D cardiac activation maps during PVS, and thus providing a direct correlation with divergence and epicardial wavebreaks in the future.

Anti-arrhythmic mechanisms of rotigaptide during TH {#sec027}
---------------------------------------------------

Rotigaptide is an anti-arrhythmic peptide which enhances gap junction intercellular conductance between cardiomyocytes, without changing the membrane conductance \[[@pone.0228818.ref029]\]. Kjolbye et al reported that rotigaptide hinders the onset of arrhythmogenic SDA, and protects ventricular tachyarrhythmia in an ischemic guinea pig heart model \[[@pone.0228818.ref030]\]. We also found that rotigaptide could enhance CV, prevent SDA, and decrease VF occurrence in hypothermic (30°C) isolated rabbit hearts \[[@pone.0228818.ref011]\]. In the present study, we discovered that ventricular beat-to-beat variation (divergence) during burst pacing was decreased by rotigaptide. Additionally, ventricular divergence in SDA episodes is higher than that in SCA episodes. It is possible that high ventricular divergence prior to rotigaptide infusion during TH is related to SDA in a minor extent, and that rotigaptide increased CV ([Fig 1](#pone.0228818.g001){ref-type="fig"}), suppressed the SDA and reduced the divergence \[[@pone.0228818.ref011]\]. This speculation is supported by the observation that SDA causes epicardial wavebreaks and VF occurrence in guinea pig hearts \[[@pone.0228818.ref031]\]. Although changing the APD restitution curve may predispose to wavebreak and VF during pacing \[[@pone.0228818.ref032]\], our data showed that rotigaptide did not affect APD restitution during TH ([Fig 1](#pone.0228818.g001){ref-type="fig"}) \[[@pone.0228818.ref011]\]. Therefore, the suppression of divergence by rotigaptide could be associated with a reduced SDA, wavebreak number, and less inducible VF. Further studies are still needed to test this hypothesis.

Clinical implications {#sec028}
---------------------

Beat-to-beat morphological variation during PVS is a robust indicator for epicardial wavebreak, which may lead to VA. An ICD has been widely used to effectively prevent SCA and prolong patient survival in primary and secondary prevention clinical trials \[[@pone.0228818.ref033]\]. To minimizing any unnecessary ICD shock, one approach is to early identify the vulnerable myocardial substrate at high risk of VA before VA occurrence. Given the prevalence of ventricular pacing in ICD patients, increased beat-to-beat morphological variation during ventricular pacing might be a warn sign of epicardial wavebreaks and recurrent VA. Delivery of essential anti-arrhythmic therapy or revascularization before VA occurrence might be of great value to prevent electrical storm. In patients resuscitated from SCA who are undergoing TH, rotigaptide infusion may decrease ventricular divergence and epicardial wavebreaks, thus reducing the risk for recurrent VA.

Limitations {#sec029}
-----------

The present study had some limitations. Firstly, we used this hypothermic model to elucidate the correlation between ventricular divergence and epicardial wavebreak during PVS in normal ventricles. Whether our experimental conclusions can be extended to other experimental models (ischemic or heart failure models) remains to be verified. Using computer simulation would also be beneficial in controlling experimental conditions and prove our hypothesis in the future. Secondly, our optical mapping data included PSs recorded from the epicardial surface. One cannot exclude the possibility that intramural wavebreaks were altered by the use of rotigaptide, and therefore had contributed to changes in divergence. Thirdly, the effects of rotigaptide on divergence and wavebreaks during TH were evaluated exclusively after short treatments of 20 minutes. Whether longer durations of rotigaptide infusion (i.e., 12--24 hours, as compliant with clinical guidelines) could similarly reduce divergence and wavebreak remains to be determined. Fourthly, we chose the maximal effective concentration (300 nM) to evaluate the divergence-wavebreaks relationship in normal ventricles. Whether the positive correlation observed in this study could be applied to rotigaptide at other concentration or in the presence of heterogeneous structures remains to be explored. Although linear regression showed a correlation between ventricular divergence and the numbers of epicardial wavebreaks, the low R square value indicated that divergence along might not strongly predicted the wavebreaks numbers. Interpreting this data should be with caution. Finally, despite the electrophysiological properties including APD and CV were not changed with rotigaptide or vehicle infusion during TH, we could not completely exclude the possibility that protein functioning and metabolisms have been altered by TH per se. Further control study at 37°C is warrant.

Conclusions {#sec030}
===========

Ventricular beat-to-beat morphological variation evaluated as divergence was correlated with, and might be predictive of, epicardial wavebreak during ventricular pacing at TH. Treatment with rotigaptide reduced both the ventricular divergence and epicardial wavebreak at ventricular pacing, and decreased the probability of PIVF during TH. Enhancing cell-to-cell coupling could be a novel approach toward improving the stability of myocardial substrate during TH.

Supporting information {#sec031}
======================

###### Experimental time of the study protocol.

(TIF)

###### 

Click here for additional data file.

###### Pacing cycle lengths and results of each attempt before and after rotigaptide treatment during hypothermia (30°C).

(DOCX)

###### 

Click here for additional data file.

###### Example of pacing induction of VF at PCL 200 ms during hypothermia.

(AVI)

###### 

Click here for additional data file.

###### Divergence raw data during hypothermia.

(XLSX)

###### 

Click here for additional data file.
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Reviewer \#1: In this manuscript, the authors investigated the mechanism underlying anti-tachycardia pacing (ATP) failure and how ATP can initiate ventricular fibrillation. Using rabbit hearts, the authors conclude that high ventricular divergence at ECG during ATP is associated with more epicardial wavebreaks, which then lead to initiation of pacing (probably ATP) induced ventricular fibrillation.

Comments from the reviewer:

Major:

1\. In this study, the authors applied therapeutic hypothermia (TH) to create arrhythmogenic substrates, which does not physiologically exist during ATP in real life. The experimental design significantly limited the type of VF (regarding to its underlying mechanism) that ATP would initiate, which may not be the case in patients. Therefore, the conclusion and the significance of this study is overstated.

2\. ATP, in real life, only applies to patients during VT, which is not the experimental design in this study. Again, the conclusion from this experimental design cannot deduct the conclusion which can transfer to patients. Especially, in real life, VT in patients may have multiple mechanisms.

3\. As the authors mentioned, APT failure is associated with the pacing site and conduction time. However, the pacing site factor was not considered in this study. Does changing pacing site for ATP really can increase the success rate? This is easy to conduct as the optical mapping can directly guide the authors to find the VT reentry circuit.

4\. The authors applied baseline test and drug test in the same rabbit heart in their protocol during TH. Whether TH will affect the heart during long time period which changes the protein functioning, metabolisms, electrophysiological properties was not tested in this study. The authors needs to prove that the VF inducability is consistent between baseline testing (30min during TH) and drug application (more than 1 hours during TH).

5\. The authors only applied epicardial optical mapping, and conclude that the epicardial wavebreaks are the mechanisms for ATP initiating VF. This is not accurate and solid, the authors need more experiments to prove that it is not endocardium wavebreak and propagate to epicardium during the optical mapping.

Minor:

5\. Why the authors use such long (3.85ms) exposure time in optical mapping experiments? Will this enough to capture fast wave breaks? There are multiple papers reporting optical mapping in rabbit ventricle with 1k and even more sampling frequency with sound signal to noise ratio.

6\. Please clarify how 112 optical /p-ECG recordings are collected, at what time, right after pacing applied or wait for some time? Are they all the same regarding to the arrhythmogenesis? Some vulnerable time window may have larger arrhythmia possibility.

7\. Figure1A looks weird, the conduction velocity looks much smaller than the ones showed in Figure 1B.

Reviewer \#2: The submitted manuscript examined the susceptibility for pacing induced VF (PIVF) in isolated rabbit hearts under conditions of hypothermia (TH) and TH + Rotigaptide. TH led to a reduction in conduction velocity and prolongation of the APD, compared to baseline (37C.) The gap junction modifier Rotigaptide increased the conduction velocity, and reduced the susceptibility for PIVF. Similarly, Rotigaptide led to reduced ECG divergence and wavebreaks. There was a correlation between divergence and wavebreaks.

While the results are very interesting, and increased divergence and wavebreaks were associated with PIVF, it is difficult to assess the reliability of the results, as there may be other underlying confounders. Clarification of the conditions for the analyses and whether the results are from all animals (lumped together) or from specific animals that did vs did not develop PIVF, will help indicate whether divergence and wavebreaks may be markers for PIVF. While the introduction, discussion, goals of the study, and conclusions are about which patients will respond to anti-tachycardia pacing, the present results are not studying the success of anti-tachycardia pacing, but rather the susceptibility for PIVF. Therefore, the results do not support the conclusions.

ATP is performed to stop an arrhythmia, and not performed during sinus rhythm or quiescence. Thus, as this study is assessing the susceptibility and ECG dynamics (wavebreak & divergence) for PIVF, this study did not investigate or provide results to indicate which patients will respond successfully to ATP.

As there were inter-animal differences in the pacing frequency and number of pacing episodes, results need to be more standardized, without these underlying confounders. For example:

-Was PIVF achieved in all rabbits? If not, then do divergence and wavebreak serve as markers for animals that will develop PIVF or PIVF episodes about to arise? If not every rabbit developed PIVF, please present the number or percent of rabbits that developed PIVF (not episodes.) When presenting results on wavebreak and divergence, clarify whether the results are from PIVF vs. no PIVF animals. For example, are no PIVF episodes only from animals that did not ever develop PIVF, or just an individual pacing episode that didn't result in PIVF? If it is the later then the results in the study do not indicate which animals will develop PIVF (or success of ATP), but rather a pacing protocol that will not lead to PIVF.

-As each animal was exposed to 5-10 episodes of PIVF, results should be presented per rabbit, as some rabbit results (i.e., those with 10 pacing episodes) artificially skew the data compared to those with only 5 pacing episodes.

-Fig. 2, how many pacing episodes came from each of the 10 animals? Was there a relation between PIVF probability and pacing frequency?

-Fig. 3 shows snapshots of high vs. low divergence, but these are from different animals (rabbit\#10 vs. rabbit\#7) and possibly different pacing frequencies. Thus, it is unclear if the decrease in divergence was due to Rotigaptide, pacing frequency, animal, or another confounder.

-Fig. 4 shows 112 pacing episodes (PIVF n=51, no PIVF n=61), but it is unclear how many came from each animal, and what were the pacing frequencies. Thus, it is not clear if differences in divergence and wavebreak is purely due to PIVF vs. no PIVF. Similarly, there is not a 1-to-1 relation of pacing episodes at TH vs. TH+Roti. Thus, it is unclear if Rotigaptide reduced divergence and wavebreak, or it was due to another confounder. Please provide percent change at TH+Roti compared to TH in the same animal and pacing frequency.

-Fig. 6 and 7 -- If you want to indicate differences in waveform, divergence, and wavebreak in the presence (Fig. 6) and absence of Rotigaptide (Fig 7), then they need to be performed under the same conditions (i.e., same animal and pacing frequency), and not pacing at 220 ms vs. 280 ms.

-Fig. 8 indicates the relationship between wavebreak and divergence, which is to be expected. It would be interesting to assess the correlation between wavebreak and divergence points from animals and episodes that only did vs. did not develop PIVF. Importantly, with proper analyses, these results could potentially indicate a marker for PIVF.

Reviewer \#3: Hereby the authors describe a study trying to shed light into the functional mechanisms of ATP therapy failure when high beat-to-beat morphological 'dispersion/divergence' on ventricular electrograms is present. Their hypothesis is that epicardial wavebreaks on the heart surface correlate to pacing induced morphological heterogeneity and predicts higher inducibility of ventricular arrhythmia. To test their hypothesis the investigators propose a study using optical mapping on the isolated Langendorff-perfused rabbit heart model, defining a protocol to test VF inducibility after hypothermia (30ºC, 30') and, subsequent, Rotigaptide treatment (300nM, 20'). Despite describing their major limitations a critical concern is that the model and protocol presented by the authors may present bias not allowing them to support their conclusions and clinical implications; and, further, extrapolate to conditions with real ischemic or other substrate scenarios where ATP therapy success or failure is critical.

Criticisms:

\- The authors claim that divergence (morphological variation of electrical activity during pacing) correlates significantly to epicardial wavebreaks in the surface, however, it is clear from their adjusted R-squared goodness of fit, and figure 8, that the relationship between divergence and epicardial wavebreaks seems to poorly predict the data. Thus the authors should be cautious with their conclusions and discuss the implications carefully even if their claim is only that a significant relationship may exist, and being just one regressor, may have some average predictive power.

\- Even though the authors have published the concept of 'divergence of an electrical signal' before, does not seem sound when speaking of morphological correlation or dispersion of signal patterns. Divergence is a concept used to represent the volume densities of the outward flux of vector fields when applied in the context of scalar fields such electrical or optical fields. Therefore, it may accurately be used to describe singularities in the heart surface, yet confusing when applied to the pseudo-ecg or ekg signals, or any other signal parameter dispersion. Instead, a classic correlation or entropic measure, deviation, or even turbulence from each beat could also represent significantly the instability of activation during susceptible induction.

\- Different studies (including the authors) have published before how arrhymogenic substrates may be favored by 30º-hypothermia, facilitating VF formation, alternans and wavebreaks. However, other authors, such as, Harada et all AJP Heart Circ Physiol 2008, or, Chorro FJ et al (AJP Heart Circ Physiol 2002), have provided strong evidence suggesting the antiarrhythmic therapeutic potential of moderate hypothermia, by also promoting self-termination of VT/VF. Please discuss. The authors only found a mild reduction in wavebreak formation under Rotigaptide treatment up to the onset of induction. Which was the lifetime of the wavebreaks (as measured) under each condition? Were they monitored only coupled with pacing beats? Was the duration or amount of wavebreaks directly related to the induction frequency or degree of morphological dispersion? Please discuss.

\- The Rotigaptide dose used in the study is quite high. What are the dose-response effects of Rotigaptide on induction mechanisms (divergence-wavebreaks)? Does it have antiarrythmic properties at higher concentrations? How is it modified in presence of anatomical substrate in presence of heterogenous tissue, for example, such as the presence of RF lesions, which may be more relevant to ATP therapy testing?

\- Including computer simulations may benefit the study testing different scenarios to prove the author's hypotheses without intrinsic experimental limitations, and further, inexpensively. For example, the authors could test different pacing conditions including obstacles, regional differences in conductivities, distances to the obstacle, etc and controlling the experimental conditions. Have the authors determined before which cut-off 'morphological divergence/dispersion' values results in true ATP-failure or greater VT/VF inducibility probability?

\- A major concern is the protocol. Is the heart submerged during the hypothermia protocol? Did you monitor the temperature during the protocol in the bath and heart surface? Why didn't the authors include a control group (same time-stamped registers with no treatment) to rule out experimental constraints over time?

\- While the idea behind the study may potentially be interesting, 'to correlate beat-to-beat morphological dispersion during ATP failure to actual heart surface dynamics, and specifically to wavebreaks, under hypothermia', the longitudinal protocol design, testing inducibility by burst pacing (only accounting to acute temperature-related modifications) make the results presented very limited. Severe hypothermia as shown by the authors before may be arrhythmogenic, which means that under fast pacing re-excitation and unidirectional block may appear leading under such substrate conditions to sustained or short-lived rotating activity. The question would be how early the divergence measure is sensitive and starts to accurately correlate to short-lived wavebreaks (when ventricular arrhythmia is not yet initiated). Otherwise, the relationship is well known already. Scenarios shown in figures 6 and 7 could shed some light in to it, however it is not clear in B weather optical and electrical signals temporarily match, and if so, how the extra beats 16-17-18 are related? They are not represented in C-D beat-to-beat single measures. Animated movies or videos illustrating the process under each condition would help interpretation and readability.

\- In figure 8: Please consider incorporating the association under each specific condition. Is the presumed significant correlation frequency of induction-dependent?

\- The authors use epicardial wavebreaks as a key measure of arrhythmia susceptibility or arrhythmia promoting and driving sources; yet wavebreaks measured as singularities by visual inspection, may represent sustained reentry after unidirectional block, simple to complex wavefront collisions from distant driving activity or even fibrillatory conduction. First, the methodology to track those points is not detailed enough, are detected every frame? In that case, the authors could provide detail information on the spatiotemporal properties comparing PIVF and No PIVF, both before and after Roti treatment. Which is the mechanism of initiation under each of the experimental conditions tested? Could it be possible that the mechanism is frequency of induction dependent, and therefore, better predicted or not by morphological variation on the pacing pseudo-EG?

Minor comments:

\- How long lasted the whole protocol? Please provide a clarifying figure.

\- Through the study the authors use APD70 as a measure of APD. At least APD80 should be measured in optical mapping studies.

\- How were the pseudo-ecg signals processed before applying the proposed 'divergence' equation?

\- Methods section should be revised for innacuracies and, potentially, partially moved to a supplementary section referencing previous studies when possible.

\- Figure2. Please complete information including SD/SE bards. Details on how VF episodes were considered should be included in the methods section, even include an episode in figure 2. Furthermore, which were the entry frequency and mean VF dominant frequency under each condition across the study sample.

\- Being only n=10 animals, including the individual data onto the bars would benefit the interpretation of the data.

\- In figure 3, different PCLs are used so the interpretation, ¿why? How different were the baseline spontaneous frequencies at the beginning of the protocol and before rotigaptide treatment. ¿How long was the protocol?

\- In figure 4, WB/phase map are compared when pacing induced VF, and, under Roti treatment. How were WB defined? Are they normalized? Why mean values are less than 1? Perhaps singularities should be measured automatically in each map, per temporal and physical unit in the whole field of view.

\- Pacing cycle lengths used in the figures 6-7 are not reflected in the CV restitution curves ¿why? Frequencies used for the burst pacing protocol are not clearly specified in the methods section.

\- Differences in 'divergence' o measured 'WB' values seem rather small over time and the sample size limited for some comparisons. Which were your expected effect size and statistical power to estimate that sample size?

\*\*\*\*\*\*\*\*\*\*
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MS Number: PONE-D-19-26993R1

Responses to Editor

Comments to the Author

Journal Requirements:

1\. When submitting your revision, we need you to address these additional requirements. Please ensure that your manuscript meets PLOS ONE\'s style requirements, including those for file naming. The PLOS ONE style templates can be found at <http://www.journals.plos.org/plosone/s/file?id=wjVg/PLOSOne_formatting_sample_main_body.pdf> and <http://www.journals.plos.org/plosone/s/file?id=ba62/PLOSOne_formatting_sample_title_authors_affiliations.pdf>

Response:

We have adjusted our manuscript to meet PLOS ONE\'s style requirements.

2\. To comply with PLOS ONE submissions requirements, in your Methods section, please provide additional information on the animal research and ensure you have included details on (1) methods of sacrifice, (2) methods of anesthesia and/or analgesia, and (3) efforts to alleviate suffering.

Response:

In the method section, we have addressed this point as below "Before anesthetization, ketamine (10 mg/kg) was injected intramuscularly to calm the animals. After 10--15 min, the rabbits were intravenously injected with heparin (1,000 units) and anesthetized with sodium pentobarbital (35 mg/kg) via the marginal ear vein. After a median sternotomy, the hearts were rapidly excised." (p 4, para 3 to p 5, para 1)

3\. Thank you for stating the following in the Financial Disclosure section:

This study was supported by grants from the National Science Council (104-2314-B-367-001 and 105-2314-B-075A-016 -MY3), Taipei, Taiwan; and Taichung Veterans General Hospital (TCVGH-1033105C, TCVGH-1043109C, TCVGH-1053108C, VGHUST104-G5-2-2, VGHUST107-G5-1-3, TCVGH-VHCY1068606, and TCVGH-VHCY1078603), Taichung, Taiwan.

We note that one or more of the authors are employed by a commercial company: Zealand Pharma A/S

1\. Please provide an amended Funding Statement declaring this commercial affiliation, as well as a statement regarding the Role of Funders in your study. If the funding organization did not play a role in the study design, data collection and analysis, decision to publish, or preparation of the manuscript and only provided financial support in the form of authors\' salaries and/or research materials, please review your statements relating to the author contributions, and ensure you have specifically and accurately indicated the role(s) that these authors had in your study. You can update author roles in the Author Contributions section of the online submission form.

Response:

We have updated this author's role (Dr. Bjarne D. Larsen) in the Author Contributions section of the online submission form.

Please also include the following statement within your amended Funding Statement.

"The funder provided support in the form of salaries for authors \[insert relevant initials\], but did not have any additional role in the study design, data collection and analysis, decision to publish, or preparation of the manuscript. The specific roles of these authors are articulated in the 'author contributions' section."

If your commercial affiliation did play a role in your study, please state and explain this role within your updated Funding Statement.

Response:

We have amended our Funding Statement as below: "Zealand Pharma A/S provided support in the form of salaries for author \[BDL\] and rotigaptide, but did not have any additional role in the study design, data collection and analysis, decision to publish, or preparation of the manuscript."

2\. Please also provide an updated Competing Interests Statement declaring this commercial affiliation along with any other relevant declarations relating to employment, consultancy, patents, products in development, or marketed products, etc. Within your Competing Interests Statement, please confirm that this commercial affiliation does not alter your adherence to all PLOS ONE policies on sharing data and materials by including the following statement: \"This does not alter our adherence to PLOS ONE policies on sharing data and materials." (as detailed online in our guide for authors <http://journals.plos.org/plosone/s/competing-interests>) . If this adherence statement is not accurate and there are restrictions on sharing of data and/or materials, please state these. Please note that we cannot proceed with consideration of your article until this information has been declared.

Response:

In the "Competing Interests Statement", we have stated that "Zealand Pharma A/S provided support in the form of salaries for author \[BDL\] and rotigaptide. This does not alter our adherence to PLOS ONE policies on sharing data and materials."

3\. Please include both an updated Funding Statement and Competing Interests Statement in your cover letter. We will change the online submission form on your behalf.

Response:

We have included an updated "Funding Statement" and "Competing Interests Statement" in the cover letter.

 

MS Number: PONE-D-19-26993R1

Responses to Reviewer \#1

Comments to the Author

In this manuscript, the authors investigated the mechanism underlying anti-tachycardia pacing (ATP) failure and how ATP can initiate ventricular fibrillation. Using rabbit hearts, the authors conclude that high ventricular divergence at ECG during ATP is associated with more epicardial wavebreaks, which then lead to initiation of pacing (probably ATP) induced ventricular fibrillation.

Major:

1\. In this study, the authors applied therapeutic hypothermia (TH) to create arrhythmogenic substrates, which does not physiologically exist during ATP in real life. The experimental design significantly limited the type of VF (regarding to its underlying mechanism) that ATP would initiate, which may not be the case in patients. Therefore, the conclusion and the significance of this study is overstated.

Response:

We thank the reviewer for this insightful comment. Since ATP was only delivered to a pre-existing VT, the current experimental design was not compatible with ATP therapy. Therefore, we used programmed ventricular stimulation (PVS) instead of ATP to describe the burst ventricular pacing protocol, and to correlate the beat-to-beat morphological variation (divergence) with epicardial wavebreaks during TH. Accordingly, we have revised the introduction, discussion, and clinical implication sections to avoid misunderstanding or over-statement. (p 3-4; p 15, para 2 to p 16, para 1; p 19, para1)

2\. ATP, in real life, only applies to patients during VT, which is not the experimental design in this study. Again, the conclusion from this experimental design cannot deduct the conclusion which can transfer to patients. Especially, in real life, VT in patients may have multiple mechanisms.

Response:

We thank the reviewer for this insightful comment. Since ATP was only delivered to a pre-existing VT, the current experimental design was not compatible with ATP therapy. Therefore, we used programmed ventricular stimulation (PVS) instead of ATP to describe the burst ventricular pacing protocol, and to correlate the beat-to-beat morphological variation (divergence) with epicardial wavebreaks during TH. Accordingly, we have revised the introduction, discussion, and clinical implication sections to avoid over-statement. (p 3-4; p 15, para 2 to p 16, para 1; p 19, para1)

3\. As the authors mentioned, APT failure is associated with the pacing site and conduction time. However, the pacing site factor was not considered in this study. Does changing pacing site for ATP really can increase the success rate? This is easy to conduct as the optical mapping can directly guide the authors to find the VT reentry circuit.

Response:

We have performed an additional protocol (protocol III) to evaluate the divergence between two different pacing sites (RV and LV). (p 7, para 3)

We observed that the divergence of PIVF (p=0.74) and non-PIVF (p=0.99) episodes was not different between RV pacing and LV pacing. The inducibility of VF was also similar before (p=0.37) and after (p=0.20) rotigaptide infusion between RV and LV pacing. These findings indicated that the divergences and VF inducibility in this experiment were not affected by changing the pacing sites. (p 14, para 2)

4\. The authors applied baseline test and drug test in the same rabbit heart in their protocol during TH. Whether TH will affect the heart during long time period which changes the protein functioning, metabolisms, electrophysiological properties was not tested in this study. The authors need to prove that the VF inducibility is consistent between baseline testing (30 min during TH) and drug application (more than 1 hour during TH).

Response:

To exclude the time effect on the consistency of VF inducibility test, we have added a new protocol (protocol II) using saline instead of rotigaptide in 4 hearts to serve as the control group. (p 7, para 2)

We found that the VF inducibility was similar before and after saline infusion during TH. Also, we observed that the APD and CV were indifferent before and after saline infusion in the control group. (p 11, para 2)

As the reviewer mentioned, we did not evaluate the protein functioning and metabolisms in the rotigaptide and groups. We have included this part in the limitation section as "Although the electrophysiological properties including APD and CV were not changed with rotigaptide or vehicle infusion during TH, we could not completely exclude the possibility that protein functioning and metabolisms have been altered by TH per se. Further control study at 37°C is warrant." (p 20, para 1)

5\. The authors only applied epicardial optical mapping, and conclude that the epicardial wavebreaks are the mechanisms for ATP initiating VF. This is not accurate and solid, the authors need more experiments to prove that it is not endocardium wavebreak and propagate to epicardium during the optical mapping.

Response:

We have added a new protocol (protocol IV) to evaluate the impacts of endocardial sources on the epicardial wavebreaks by extensive endocardial ablation with Lugol's solution. (p 7, para 4) We observed that:

The divergence in the PIVF episodes was similar between the ablated (0.20±0.11, protocol IV) and non-ablation hearts (0.16±0.11, protocol I) (p=0.38). The divergence in the non-PIVF episodes was similar between the ablated (0.09±0.02, protocol IV) and non-ablation hearts (0.09±0.07, protocol I) (p=0.81). The wavebreaks in the PIVF episodes was similar between the ablated (0.52±0.25, protocol IV) and non-ablation hearts (0.85±0.71, protocol I) (p=0.36). The wavebreaks in the non-PIVF episodes was similar between the ablated (0.10±0.12, protocol IV) and non-ablation hearts (0.11±0.26, protocol I) (p=0.83). These findings indicated that endocardial sources might not have impact on the epicardial wavebreaks in this model. (p 14, para 3)

Minor:

6\. Why the authors use such long (3.85ms) exposure time in optical mapping experiments? Will this enough to capture fast wave breaks? There are multiple papers reporting optical mapping in rabbit ventricle with 1k and even more sampling frequency with sound signal to noise ratio.

Response:

In previous studies, we have demonstrated that a similar camera system can successfully capture wavebreaks and phase singularities. The current study used an identical camera setting for simultaneous acquisition of wavebreaks from both sides of the myocardium. Furthermore, a long exposure time (3.85 s) is essential to capture the whole process from the beginning of burst pacing to the initiation of VF in optical mapping setting. We have addressed this concern in the method section as

"In previous studies, we have demonstrated that a similar camera with this frame rate system can successfully capture wavebreaks and phase singularities.13, 14 Furthermore, a long exposure time (3.85 s) is essential to capture the whole process from the beginning of burst pacing to the initiation of VF in optical mapping system." (p 5, para 2 to p 6, para 1)

7\. Please clarify how 112 optical /p-ECG recordings are collected, at what time, right after pacing applied or wait for some time? Are they all the same regarding to the arrhythmogenesis? Some vulnerable time window may have larger arrhythmia possibility.

Response:

We have clarified this point by adding "During the burst pacing period in each VF inducibility test, both optical and p-ECG data were simultaneously recorded." in the method section. (p 7, para 1)

We have added a table to show the PCLs and results (arrhythmogenesis) of each pacing attempt in the 10 hearts of the rotigaptide group. (supp Table 1)

8\. Figure1A looks weird, the conduction velocity looks much smaller than the ones showed in Figure 1B.

Response:

Details of the CV evaluation have been described in the method section as "Briefly, epicardial activation perpendicular to the propagating wavefront was selected to measure the CV. The epicardial CV was evaluated by dividing the distance between 2 epicardial points with the conduction time (CT) using depolarization isochronal maps (Fig 1A). The CT between 2 epicardial points was measured by 50% crossover of the action potential amplitude in activation maps. We evaluated the CV at the centers of the anterior (A) and posterior (P) aspects of both ventricles (RV and LV). The mean of the CVs from these 4 areas became the CV of the heart." (p 8, para 2)

In Fig 1A, we have added the CV values in each panel so that the readers will be easy to read and compare with Fig 1B. (Fig 1A) 

MS Number: PONE-D-19-26993R1

Responses to Reviewer \#2

Comments to the Author

The submitted manuscript examined the susceptibility for pacing induced VF (PIVF) in isolated rabbit hearts under conditions of hypothermia (TH) and TH + Rotigaptide. TH led to a reduction in conduction velocity and prolongation of the APD, compared to baseline (37C.) The gap junction modifier Rotigaptide increased the conduction velocity, and reduced the susceptibility for PIVF. Similarly, Rotigaptide led to reduced ECG divergence and wavebreaks. There was a correlation between divergence and wavebreaks.

While the results are very interesting, and increased divergence and wavebreaks were associated with PIVF, it is difficult to assess the reliability of the results, as there may be other underlying confounders. Clarification of the conditions for the analyses and whether the results are from all animals (lumped together) or from specific animals that did vs did not develop PIVF, will help indicate whether divergence and wavebreaks may be markers for PIVF. While the introduction, discussion, goals of the study, and conclusions are about which patients will respond to anti-tachycardia pacing, the present results are not studying the success of anti-tachycardia pacing, but rather the susceptibility for PIVF. Therefore, the results do not support the conclusions.

Response:

We have added a table to show the PCLs and results of each pacing attempt in the 10 hearts of the rotigaptide group. (supp Table 1) With this table, the readers will be easy to tell how many pacing episodes came from each of the 10 animals.

We thank the reviewer for this insightful comment. Since ATP was only delivered to a pre-existing VT, the current experimental design was not compatible with ATP therapy. Therefore, we used programmed ventricular stimulation (PVS) instead of ATP to describe the burst ventricular pacing protocol, and to correlate the beat-to-beat morphological variation (divergence) with epicardial wavebreaks during TH. Accordingly, we have revised the introduction, discussion, and clinical implication sections to avoid over-statement. (p 3-4; p 15, para 2 to p 16, para 1; p 19, para1)

ATP is performed to stop an arrhythmia, and not performed during sinus rhythm or quiescence. Thus, as this study is assessing the susceptibility and ECG dynamics (wavebreak & divergence) for PIVF, this study did not investigate or provide results to indicate which patients will respond successfully to ATP.

Response:

We thank the reviewer for this insightful comment. Since ATP was only delivered to a pre-existing VT, the current experimental design was not compatible with ATP therapy. Therefore, we used programmed ventricular stimulation (PVS) instead of ATP to describe the burst ventricular pacing protocol, and to correlate the beat-to-beat morphological variation (divergence) with epicardial wavebreaks during TH. Accordingly, we have revised the introduction, discussion, and clinical implication sections to avoid over-statement. (p 3-4; p 15, para 2 to p 16, para 1; p 19, para1)

As there were inter-animal differences in the pacing frequency and number of pacing episodes, results need to be more standardized, without these underlying confounders. For example:

-Was PIVF achieved in all rabbits? If not, then do divergence and wavebreak serve as markers for animals that will develop PIVF or PIVF episodes about to arise? If not every rabbit developed PIVF, please present the number or percent of rabbits that developed PIVF (not episodes.)

Response:

We have added a table to show the PCLs and results of each pacing attempt in the 10 hearts of the rotigaptide group. (supp Table 1) With this table, the percentage and number of rabbits that developed PIVF and non-PIVF would be easy to read.

-When presenting results on wavebreak and divergence, clarify whether the results are from PIVF vs. no PIVF animals. For example, are no PIVF episodes only from animals that did not ever develop PIVF, or just an individual pacing episode that didn't result in PIVF? If it is the later then the results in the study do not indicate which animals will develop PIVF (or success of ATP), but rather a pacing protocol that will not lead to PIVF.

Response:

We have added a table to show the PCLs and results of each pacing attempt in the 10 hearts of the rotigaptide group. (supp Table 1) A no PIVF episode indicated a pacing attempt that did not lead to VF. Only 2 hearts (\#1 and \#6) did not develop any PIVF episode throughout the pacing protocol. We have clarified this point in the result section as "Two hearts (\#1 and \#6) did not develop any PIVF episode throughout the pacing protocol." (p 11, para 2)

-As each animal was exposed to 5-10 episodes of PIVF, results should be presented per rabbit, as some rabbit results (i.e., those with 10 pacing episodes) artificially skew the data compared to those with only 5 pacing episodes.

Response:

We have added a table to show the PCLs and results of each pacing attempt in the 10 hearts of the rotigaptide group. (supp Table 1) With this table, the readers will be easy to tell how many pacing episodes came from each of the 10 animals.

-Fig. 2, how many pacing episodes came from each of the 10 animals? Was there a relation between PIVF probability and pacing frequency?

Response:

We have added a table to show the PCLs and results of each pacing attempt in the 10 hearts of the rotigaptide group. (supp Table 1) With this table, the readers will be easy to tell how many pacing episodes came from each of the 10 animals.

In this study, we observed that the PCL used in PIVF episodes (196±37 ms, n=51) is shorter than that in non-PIVF episodes (212±45 ms, n=61, p=0.044). We have included this data in the result section. (p 11, para 2)

-Fig. 3 shows snapshots of high vs. low divergence, but these are from different animals (rabbit\#10 vs. rabbit\#7) and possibly different pacing frequencies. Thus, it is unclear if the decrease in divergence was due to Rotigaptide, pacing frequency, animal, or another confounder.

Response:

We have revised this figure by choosing the same PCL (240 ms) in the same heart \#10 to show the high/low divergence examples. (Fig 3)

-Fig. 4 shows 112 pacing episodes (PIVF n=51, no PIVF n=61), but it is unclear how many came from each animal, and what were the pacing frequencies. Thus, it is not clear if differences in divergence and wavebreak is purely due to PIVF vs. no PIVF. Similarly, there is not a 1-to-1 relation of pacing episodes at TH vs. TH+Roti. Thus, it is unclear if Rotigaptide reduced divergence and wavebreak, or it was due to another confounder. Please provide percent change at TH+Roti compared to TH in the same animal and pacing frequency.

Response:

We have added a table to show the PCLs and results of each pacing attempt in the 10 hearts of the rotigaptide group. (supp Table 1)

We also included the PCL data in the result section as "The PCLs used for PIVF induction were similar both before (206±40 ms, n=62) and after (204±46 ms, n=50) rotigaptide during TH (p=ns)." (p 11, para 2)

-Fig. 6 and 7 -- If you want to indicate differences in waveform, divergence, and wavebreak in the presence (Fig. 6) and absence of Rotigaptide (Fig 7), then they need to be performed under the same conditions (i.e., same animal and pacing frequency), and not pacing at 220 ms vs. 280 ms.

Response:

We have revised these 2 figures by choosing the same PCL (200 ms) in heart \#7 in the presence (new Fig 6) and absence (new Fig 7) of rotigaptide.

-Fig. 8 indicates the relationship between wavebreak and divergence, which is to be expected. It would be interesting to assess the correlation between wavebreak and divergence points from animals and episodes that only did vs. did not develop PIVF. Importantly, with proper analyses, these results could potentially indicate a marker for PIVF.

Response:

We also evaluated the correlation between divergence and wavebreaks in PIVF and non-PIVF episodes separately. We observed that the correlation between divergence and wavebreaks also exists in PIVF (p\<0.001, R2=0.199) and non-PIVF (p\<0.001, R2=0.261) episodes. (p 13, para 3)

 

MS Number: PONE-D-19-26993R1

Responses to Reviewer \#3

Comments to the Author

Hereby the authors describe a study trying to shed light into the functional mechanisms of ATP therapy failure when high beat-to-beat morphological 'dispersion/divergence' on ventricular electrograms is present. Their hypothesis is that epicardial wavebreaks on the heart surface correlate to pacing induced morphological heterogeneity and predicts higher inducibility of ventricular arrhythmia. To test their hypothesis the investigators propose a study using optical mapping on the isolated Langendorff-perfused rabbit heart model, defining a protocol to test VF inducibility after hypothermia (30ºC, 30') and, subsequent, Rotigaptide treatment (300nM, 20'). Despite describing their major limitations a critical concern is that the model and protocol presented by the authors may present bias not allowing them to support their conclusions and clinical implications; and, further, extrapolate to conditions with real ischemic or other substrate scenarios where ATP therapy success or failure is critical.

Response:

We thank the reviewer for this insightful comment. Since ATP was only delivered to a pre-existing VT, the current experimental design was not compatible with ATP therapy. Therefore, we used programmed ventricular stimulation (PVS) instead of ATP to describe the burst ventricular pacing protocol, and to correlate the beat-to-beat morphological variation (divergence) with epicardial wavebreaks during TH. Accordingly, we have revised the introduction, discussion, and clinical implication sections to avoid misunderstanding or over-statement. (p 3-4; p 15, para 2 to p 16, para 1; p 19, para1)

We have emphasized that the current experiment was performed in normal ventricles, and applying the study result to ischemic or other substrate should be with caution in the limitation section as below:

"Firstly, we used this hypothermic model to elucidate the correlation between ventricular divergence and epicardial wavebreak during PVS in normal ventricles. Whether our experimental conclusions can be extended to other experimental models (ischemic or heart failure models) remains to be verified." (p 19, para 2)

Criticisms:

\- The authors claim that divergence (morphological variation of electrical activity during pacing) correlates significantly to epicardial wavebreaks in the surface, however, it is clear from their adjusted R-squared goodness of fit, and figure 8, that the relationship between divergence and epicardial wavebreaks seems to poorly predict the data. Thus the authors should be cautious with their conclusions and discuss the implications carefully even if their claim is only that a significant relationship may exist, and being just one regressor, may have some average predictive power.

Response:

We agree with the reviewer that the relationship between divergence and epicardial wavebreaks seems to poorly predict the data because of the low R square value. Therefore, we have removed the term "statistically significant" and describe that "Linear regression analysis showed a correlation existed between ventricular divergence and the numbers of epicardial wavebreaks....." in the result section. (p 13, para 3)

We also mentioned that "Although linear regression showed a correlation between ventricular divergence and the numbers of epicardial wavebreaks, the low R square value indicated that divergence along might not strongly predicted the wavebreaks numbers. Interpreting this data should be with caution." in the limitation section. (p 20, para 1)

\- Even though the authors have published the concept of 'divergence of an electrical signal' before, does not seem sound when speaking of morphological correlation or dispersion of signal patterns. Divergence is a concept used to represent the volume densities of the outward flux of vector fields when applied in the context of scalar fields such electrical or optical fields. Therefore, it may accurately be used to describe singularities in the heart surface, yet confusing when applied to the pseudo-ECG or ECG signals, or any other signal parameter dispersion. Instead, a classic correlation or entropic measure, deviation, or even turbulence from each beat could also represent significantly the instability of activation during susceptible induction.

Response:

We agreed with the reviewer that the concept of divergence is commonly used to describe the volume densities of the outward flux of vector fields. However, "divergence" is also used for measuring the \"distance\" of one probability distribution to the other in statistics, which is also known as "relative entropy". We employed the latter concept to analyze the degree of morphologic variation of each activation on pseudo-ECG (p-ECG) in this study. Specifically, our divergence evaluated the degree of deviation of p-ECG and a reference activated waveform, where the averaged of 2-norm distance between each p-ECG and the template is calculated. Note that the template is regarded as the reference activated waveform and constructed by averaging all the activations on the p-ECG.

In order to make the concept of divergence clear, the following sentences were added to the revised manuscript with a reference cited (ref 20). \"Note that the term of divergence is also known for the measure of the \"distance\" of one probability distribution to the other in statistics, which is also known as "relative entropy". We employed the concept to analyze the degree of morphologic variation of each activation on p-ECG in this study.\" (p 9, para 3)

\- Different studies (including the authors) have published before how arrhymogenic substrates may be favored by 30º-hypothermia, facilitating VF formation, alternans and wavebreaks. However, other authors, such as, Harada et all AJP Heart Circ Physiol 2008, or, Chorro FJ et al (AJP Heart Circ Physiol 2002), have provided strong evidence suggesting the antiarrhythmic therapeutic potential of moderate hypothermia, by also promoting self-termination of VT/VF. Please discuss. The authors only found a mild reduction in wavebreak formation under Rotigaptide treatment up to the onset of induction. Which was the lifetime of the wavebreaks (as measured) under each condition? Were they monitored only coupled with pacing beats? Was the duration or amount of wavebreaks directly related to the induction frequency or degree of morphological dispersion? Please discuss.

Response:

We have added a paragraph discussing different temperatures (moderate (33°C) and severe hypothermia (30°C)) on arrhythmogenesis from the studies of Harada et al, Chorro et al, and us as below:

"TH has been shown to improve neurological outcomes in patients resuscitated from cardiac arrest. Chorro et al reported that acute reduction of ventricular temperature to \<20°C might simplify VF activation patterns and terminated VF. However, the temperature (\<20°C) they used is far below the therapeutic range of hypothermia. Harada et al found that TH at 30°C in 2-dimensional rabbit ventricles enhanced wavebreaks and regeneration of new spiral waves during VF, facilitating ventricular tachycardia (VT) and VF maintenance, which is consistent with the pro-arrhythmic model used in the current study. In contrast, TH at 33°C might increase the chance of spiral wave collision and VT/VF self-termination, indicating that 33°C is a safe temperature for clinical use." (p 16, para 2)

We have clarified that wavebreaks were monitored only coupled with pacing beats in the method section as "During the burst pacing period in each VF inducibility test, both optical (for wavebreak evaluation) and p-ECG (for divergence) data were simultaneously recorded." (p 7, para 1)

\- The Rotigaptide dose used in the study is quite high. What are the dose-response effects of Rotigaptide on induction mechanisms (divergence-wavebreaks)? Does it have antiarrythmic properties at higher concentrations? How is it modified in presence of anatomical substrate in presence of heterogenous tissue, for example, such as the presence of RF lesions, which may be more relevant to ATP therapy testing?

Response:

Previous animal studies suggested that the effective concentration of rotigaptide was 10-300 nM (ref 18). In this study, we chose the maximal effective concentration (300 nM) to evaluate the divergence-wavebreaks relationship in normal ventricles as in our previous study (ref 11). Whether the positive correlation observed in this study could be applied to rotigaptide at other concentration or in the presence of heterogeneous structures remains unclear. We have added this point in the limitation section as

"Fourthly, we chose the maximal effective concentration (300 nM) to evaluate the divergence-wavebreaks relationship in normal ventricles. Whether the positive correlation observed in this study could be applied to rotigaptide at other concentration or in the presence of heterogeneous structures remains to be explored. (p 20, para 1)

\- Including computer simulations may benefit the study testing different scenarios to prove the author's hypotheses without intrinsic experimental limitations, and further, inexpensively. For example, the authors could test different pacing conditions including obstacles, regional differences in conductivities, distances to the obstacle, etc and controlling the experimental conditions. Have the authors determined before which cut-off 'morphological divergence/dispersion' values results in true ATP-failure or greater VT/VF inducibility probability?

Response:

We agree with the reviewer's comment that computer simulation would have much benefit to control experimental conditions and prove our hypothesis inexpensively. However, our current software was not allowed to performed delicate computer simulation at this time. We have included this point in the limitation section as "Using computer simulation would also be beneficial in controlling experimental conditions and prove our hypothesis in the future." (p 19, para 2)

Our previous study (ref. 7) found that a lower divergence of the VT electrograms (cutoff value 0.73) predicted a successful ATP with a sensitivity and specificity of 81.9% and 65.9%, respectively. We have included this data in the introduction section as "By analyzing the electrograms from the anti-tachycardia pacing episodes in the ICD, we also found that high ventricular divergence is predictive of a failed therapy with a sensitivity and specificity of 81.9% and 65.9%, respectively." (p 3, para 2)

\- A major concern is the protocol. Is the heart submerged during the hypothermia protocol? Did you monitor the temperature during the protocol in the bath and heart surface? Why didn't the authors include a control group (same time-stamped registers with no treatment) to rule out experimental constraints over time?

Response:

In this system, the hearts were superfused (submerged) in a thermostatized tissue bath. (p 5, para 1)

We also revised the method section as "During the cooling procedure, the temperature in the upper, middle, and lower thirds of the tissue bath was checked every 1--2 min until 30°C was achieved at all levels. After reaching the target temperature (30°C), the tissue bath was kept at this temperature for an additional 5 min to ensure thermal homogeneity, before starting the study protocol." (p 6, para 2) This cooling protocol was the same as those in our previous studies (ref 11-13).

We have added a new protocol (protocol II) using saline instead of rotigaptide in 4 hearts to serve as the control group. (p 7, para 2)

\- While the idea behind the study may potentially be interesting, 'to correlate beat-to-beat morphological dispersion during ATP failure to actual heart surface dynamics, and specifically to wavebreaks, under hypothermia', the longitudinal protocol design, testing inducibility by burst pacing (only accounting to acute temperature-related modifications) make the results presented very limited. Severe hypothermia as shown by the authors before may be arrhythmogenic, which means that under fast pacing re-excitation and unidirectional block may appear leading under such substrate conditions to sustained or short-lived rotating activity. The question would be how early the divergence measure is sensitive and starts to accurately correlate to short-lived wavebreaks (when ventricular arrhythmia is not yet initiated). Otherwise, the relationship is well known already. Scenarios shown in figures 6 and 7 could shed some light in to it, however it is not clear in B weather optical and electrical signals temporarily match, and if so, how the extra beats 16-17-18 are related? They are not represented in C-D beat-to-beat single measures. Animated movies or videos illustrating the process under each condition would help interpretation and readability.

Response:

We matched the optical/p-ECG data by 2 ways: (1) we synchronized the clocks of these 2 recording systems so that the start time of each pacing train could be easily identified. (2) Since we started each pacing train during sinus rhythm, the onset morphological change on ECG and optical recording indicated the start of pacing train. (3) The p-ECG was continuously recording throughout the experiment, so the full-length p-ECG could be matched to the segmental optical data.

We have provided the animated movies of Fig 7 to clarify the data interpretation for the readers. (supp movie)

\- In figure 8: Please consider incorporating the association under each specific condition. Is the presumed significant correlation frequency of induction-dependent?

Response:

In the episodes of PCL≤200, the correlation between divergence and wavebreak was significant (p\<0.001, R2=0.313). In the episodes of PCL\>200, the correlation between divergence and wavebreak was also significant (P\<0.001, R2=0.224). Therefore, this correlation is not frequency of induction dependent. (p 14, para 1)

\- The authors use epicardial wavebreaks as a key measure of arrhythmia susceptibility or arrhythmia promoting and driving sources; yet wavebreaks measured as singularities by visual inspection, may represent sustained reentry after unidirectional block, simple to complex wavefront collisions from distant driving activity or even fibrillatory conduction. First, the methodology to track those points is not detailed enough, are detected every frame? In that case, the authors could provide detail information on the spatiotemporal properties comparing PIVF and No PIVF, both before and after Roti treatment. Which is the mechanism of initiation under each of the experimental conditions tested? Could it be possible that the mechanism is frequency of induction dependent, and therefore, better predicted or not by morphological variation on the pacing pseudo-ECG?

Response:

We tracked the phase singularities (PS) frame by frame manually. The life spans of each phase wavebreak during PIVF episodes were similar before (102±48 ms) and after (91±32 ms) rotigaptide treatment (p=0.50). (p 12, para 2)

During burst ventricular pacing, we observed that unidirectional block and phase singularity occurred soon with sustained reentry degenerated into complex wavefront collisions and fibrillatory conduction. We have added this observation in the result section as:

"Unidirectional block and wavebreak occurred soon during pacing with sustained reentry degenerated into complex wavefront collisions and fibrillatory conduction.". (p 13, para 2)

Supplementary move also showed this phenomenon. (supp movie)

Minor comments:

\- How long lasted the whole protocol? Please provide a clarifying figure.

Response:

We have added a new figure to clarify the study protocol and the duration of each experiment. (supp Fig 1)

The experiment duration of each heart was 126±15 min. (p 11, para 2)

\- Through the study the authors use APD70 as a measure of APD. At least APD80 should be measured in optical mapping studies.

Response:

We have re-analyzed the APD using APD80 instead of APD70. (p 8, para 2) The APD restitution curve was also re-plotted using APD80. (Fig 1C, 1D) The revised data was shown in the result section. (p 11, para 1)

\- How were the pseudo-ECG signals processed before applying the proposed 'divergence' equation?

Response:

The pseudo-ECG (p-ECG) was recorded and pre-processed according to our published article (ref 7). We have added the process method as below:

"The maximal activation (local peak) of each p-ECG was identified firstly. Each p-ECG was then normalized with respect to the maximum values. The length of each p-ECG was defined by 80% of the average duration between the two consecutive activations. Each p-ECG was then extracted and aligned by the point of maximal activation so as to prevent the morphologic variation from the interference caused by the varying interval of two consecutive activations and the varying signal strength. Finally those aligned waveforms were applied to the proposed divergence equation." (p 9, para 2)

\- Methods section should be revised for inaccuracies and, potentially, partially moved to a supplementary section referencing previous studies when possible.

Response:

We have moved a table (supp Table 1), figure (supp Fig 1) and animated movie (supp movie) to the supplemental section.

\- Figure2. Please complete information including SD/SE bards. Details on how VF episodes were considered should be included in the methods section, even include an episode in figure 2. Furthermore, which were the entry frequency and mean VF dominant frequency under each condition across the study sample.

Response:

To show the complete information of the 112 PIVF/non-PIVF episodes, we have included a new table to show the PCLs and results of each pacing attempt in the 10 hearts of the rotigaptide group. (supp Table 1)

We also described how VF episodes were considered in the methods section as "Five to ten burst pacing trains (30 sec in duration) using the shortest PCL for ventricular capture were delivered to test the inducibility of VF. If VF could be induced and persisted for \>1 min, a defibrillation shock would be delivered through the defibrillation coil, and this episode was considered to be a PIVF episode." (p 7, para 1)

We also added one non-PIVF (Fig 6) and PIVF (Fig 7) episodes as examples.

We also included the entry frequency (PCL) and mean VF dominant frequency data in the result section as "The PCLs used for PIVF induction were similar both before (206±40 ms, n=62) and after (204±46 ms, n=50) rotigaptide during TH (p=ns)." (p 11, para 2) and "In the PIVF episodes, the dominant frequency of the VFs were indifferent before (6.7±1.5 Hz, n=34) and after (6.2±1.1 Hz, n=17) rotigaptide infusion (p=0.20)." (p 11, para 2)

\- Being only n=10 animals, including the individual data onto the bars would benefit the interpretation of the data.

Response:

We have added a table to show the PCLs and results of each pacing attempt in the 10 hearts of the rotigaptide group. (supp Table 1)

\- In figure 3, different PCLs are used so the interpretation, why? How different were the baseline spontaneous frequencies at the beginning of the protocol and before rotigaptide treatment. How long was the protocol?

Response:

We have renewed the Fig 3 by using 2 episodes with the same PCL (240 ms), so that the reader will be easier to interpret. (Fig 3)

The cycle lengths of baseline spontaneous beats during TH were 1153±262 ms at the beginning of the protocol, and 1182±385 ms before rotigaptide treatment. (p10, para 3)

We have added a new figure to clarify the study protocol and the duration of each experiment. (supp Fig 1) The experiment duration of each heart was 126±15 min. (p 11, para 2)

\- In figure 4, WB/phase map are compared when pacing induced VF, and, under Roti treatment. How were WB defined? Are they normalized? Why mean values are less than 1? Perhaps singularities should be measured automatically in each map, per temporal and physical unit in the whole field of view.

Response:

We have added the definition of WB and phase singularity (PS) in the method section as "A PS is defined as a site with an ambiguous phase surrounded by pixels exhibiting a continuous phase progression from --π to +π. Because of the close spatiotemporal correlation between PSs and wavebreak, PS has been a robust alternate representation of wavebreaks, serving as the source of VF." (p 8, para 3)

Since the PS was evaluated from the beginning of burst pacing at sinus rhythm, the wavebreaks might take time to occur, leading to a mean value of less than 1. This is consistent with our previous studies. (ref. 12)

We agree with the reviewer's comment. Although manual calculation of PSs is time-consuming, but can more accurately identify the PSs without numerical errors as in our previous studies. (ref. 17)

\- Pacing cycle lengths used in the figures 6-7 are not reflected in the CV restitution curves why? Frequencies used for the burst pacing protocol are not clearly specified in the methods section.

Response:

We have added CV restitution data at PCL 220 ms (Fig 6) and 280 ms (Fig 7) in Fig 1B.

We have added descriptions to clearly specify the frequencies used for the burst pacing protocol as "At baseline (37°C), we progressively shortened the S1 PCL (frequency) to identify the shortest PCL which achieved a 1:1 ratio ventricular capture. This PCL was selected as the initial PCL for burst pacing to induce VF." in the method section. (p 6, para 3)

Also, we have included a table to show the PCLs and results of each pacing attempt in the 10 hearts of the study group. (supp Table 1)

\- Differences in 'divergence' o measured 'WB' values seem rather small over time and the sample size limited for some comparisons. Which were your expected effect size and statistical power to estimate that sample size?

Response:

To achieve a medium effect size of 0.15 and a power of 0.8 in linear regression, the predictive sample size is 55. In this study, we used 112 pairs of divergence/wavebreak, which exceeded the predictive sample size. We have added this part in the statistics section. (p 10, para 2)
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PLOS ONE

Dear Dr. Hsieh,

Thank you for submitting your manuscript to PLOS ONE. After careful consideration, we feel that it has merit but does not fully meet PLOS ONE's publication criteria as it currently stands. Therefore, we invite you to submit a revised version of the manuscript that addresses the points raised during the review process (see below).

We would appreciate receiving your revised manuscript by 01/21/2020. When you are ready to submit your revision, log on to <https://www.editorialmanager.com/pone/> and select the \'Submissions Needing Revision\' folder to locate your manuscript file.

If you would like to make changes to your financial disclosure, please include your updated statement in your cover letter.

To enhance the reproducibility of your results, we recommend that if applicable you deposit your laboratory protocols in protocols.io, where a protocol can be assigned its own identifier (DOI) such that it can be cited independently in the future. For instructions see: <http://journals.plos.org/plosone/s/submission-guidelines#loc-laboratory-protocols>

Please include the following items when submitting your revised manuscript:

A rebuttal letter that responds to each point raised by the academic editor and reviewer(s). This letter should be uploaded as separate file and labeled \'Response to Reviewers\'.A marked-up copy of your manuscript that highlights changes made to the original version. This file should be uploaded as separate file and labeled \'Revised Manuscript with Track Changes\'.An unmarked version of your revised paper without tracked changes. This file should be uploaded as separate file and labeled \'Manuscript\'.

Please note while forming your response, if your article is accepted, you may have the opportunity to make the peer review history publicly available. The record will include editor decision letters (with reviews) and your responses to reviewer comments. If eligible, we will contact you to opt in or out.

We look forward to receiving your revised manuscript.

Kind regards,

Manuel Zarzoso, Ph.D.

Academic Editor

PLOS ONE

Additional Editor Comments (if provided):

The authors, overall, have addressed most of the concerns raised by the reviewers. The reach of the conclusions based on the experimental model used, has been toned down. Furthermore, new experimental series (II, III and IV), additional results and modifications of the already presented, were added, which have contributed to improve the paper from its previous version, thus addressing methodological questions that could limit the validity of the results. The number of experiments in protocol III could have been higher, since n=2 hearts seems a bit low in order to perform statistical analyses (even with non-parametric tests, and even using several recordings per heart). On the other hand, those aspects that could not been addressed with experimental data, were included as limitations.

I have, however, some minor concerns:

1\. I would suggest removing the sentence in Methods (page 10, paragraph 2 \"To achieve a medium effect size of 0.15 and a power of 0.8 in linear regression, the predictive sample size is 55\".), since it is already clear that the model does not provide high predictive power with the determination coefficient (R2), as it is also stated in the text.

2\. The authors should review the text and correct text editing (i.e. page 7 last line, should read "H₂O" with 2 in subscript instead of "H2O"; p13, par2 should read "\...and fibrillatory conduction (movie S1)." instead of "...and fibrillatory conduction. (Supp movie 1)"; p14 para1 "R²" with 2 in superscript instead of "R2", among many others).

3\. Referencing should be revised, the number in brackets should be written before the period "\[1\]." And not after ".\[1\]"

4\. Modify the sentence in p17 par1 to "These findings suggest that ventricular divergence on ECG could be a predictor of epicardial wavebreaks during PVS". P17 par2 revise the meaning of "In multiple wavelet hypotheses, wavebreaks resulting from collisions of propagation wavelets and generations of new wavelets are the basis for VF maintenance.\[27\] Using optical mapping techniques, PS found on phase maps is the area of ambiguous activation state which underlies the formation of rotor and wavebreaks which serve as a source of VF.\[10\]".

5\. Soften the conclusion regarding the predictive value of ventricular divergence, i.e. "Ventricular beat-to-beat morphological variation evaluated as divergence was significantly correlated with, and could predict epicardial wavebreak during ventricular pacing at TH" in the abstract and conclusion sections.

6\. Remove "\*Fisher's exact test" from Fig 2 and include the information in Statistical Analysis.

\[NOTE: If reviewer comments were submitted as an attachment file, they will be attached to this email and accessible via the submission site. Please log into your account, locate the manuscript record, and check for the action link \"View Attachments\". If this link does not appear, there are no attachment files to be viewed.\]

While revising your submission, please upload your figure files to the Preflight Analysis and Conversion Engine (PACE) digital diagnostic tool, <https://pacev2.apexcovantage.com/>. PACE helps ensure that figures meet PLOS requirements. To use PACE, you must first register as a user. Registration is free. Then, login and navigate to the UPLOAD tab, where you will find detailed instructions on how to use the tool. If you encounter any issues or have any questions when using PACE, please email us at <figures@plos.org>. Please note that Supporting Information files do not need this step.
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Responses to Editor

Comments to the Author

The authors, overall, have addressed most of the concerns raised by the reviewers. The reach of the conclusions based on the experimental model used, has been toned down. Furthermore, new experimental series (II, III and IV), additional results and modifications of the already presented, were added, which have contributed to improve the paper from its previous version, thus addressing methodological questions that could limit the validity of the results. The number of experiments in protocol III could have been higher, since n=2 hearts seems a bit low in order to perform statistical analyses (even with non-parametric tests, and even using several recordings per heart). On the other hand, those aspects that could not been addressed with experimental data, were included as limitations.

Response:

We thank the editor for these insightful comments. In protocol III, we have performed an experiment to increase the heart number (n=3) and improve statistical analyses. (p 7, para 3)

The addition of this new data did not change the main findings in protocol III as below:

"Different Pacing Sites on the Divergence and VF Inducibility

The divergence of the PIVF episodes was not different between RV (0.15±0.04) and LV (0.15±0.07) pacing (p=0.97). Also, the divergence of the non-PIVF episodes was not different between RV (0.12±0.07) and LV (0.11±0.05) pacing (p=0.60). The inducibility of VF was also similar before (p=0.20) and after (p=0.23) rotigaptide infusion between RV and LV pacing. These findings indicated that the divergences and VF inducibility in this model were not affected by changing the pacing sites." (p 14, para 1)

I have, however, some minor concerns:

1\. I would suggest removing the sentence in Methods (page 10, paragraph 2 \"To achieve a medium effect size of 0.15 and a power of 0.8 in linear regression, the predictive sample size is 55\".), since it is already clear that the model does not provide high predictive power with the determination coefficient (R2), as it is also stated in the text.

Response:

We have removed this sentence in the method section. (p 10, para 2)

2\. The authors should review the text and correct text editing (i.e. page 7 last line, should read "H₂O" with 2 in subscript instead of "H2O"; p13, par2 should read "\...and fibrillatory conduction (movie S1)." instead of "...and fibrillatory conduction. (Supp movie 1)"; p14 para1 "R²" with 2 in superscript instead of "R2", among many others).

Response:

We have corrected the text editing problems, including those mentioned by the editor, throughout the manuscript. (highlighted parts)

3\. Referencing should be revised, the number in brackets should be written before the period "\[1\]." And not after ".\[1\]"

Response:

We have moved the "number in brackets" to be before the period throughout the manuscript.

4\. Modify the sentence in p17 par1 to "These findings suggest that ventricular divergence on ECG could be a predictor of epicardial wavebreaks during PVS". P17 par2 revise the meaning of "In multiple wavelet hypotheses, wavebreaks resulting from collisions of propagation wavelets and generations of new wavelets are the basis for VF maintenance.\[27\] Using optical mapping techniques, PS found on phase maps is the area of ambiguous activation state which underlies the formation of rotor and wavebreaks which serve as a source of VF.\[10\]".

Response:

We have modified this sentence as the editor's suggestion as "These findings suggest that ventricular divergence on ECG could be a predictor of epicardial wavebreaks during PVS." (p 17, para 1)

The meaning of "multiple wavelet hypothesis" has also been revised as "In multiple wavelet hypothesis, wavebreaks resulting from collisions of propagation mother wavelets might generate daughter wavelets in a self-sustaining turbulent process to maintain VF \[27\]. Using optical mapping techniques, PS found on phase maps is the area of ambiguous activation state which underlies the formation of rotor and wavebreaks, and serves as a source of VF \[10\]." (p 17, para 2)

5\. Soften the conclusion regarding the predictive value of ventricular divergence, i.e. "Ventricular beat-to-beat morphological variation evaluated as divergence was significantly correlated with, and could predict epicardial wavebreak during ventricular pacing at TH" in the abstract and conclusion sections.

Response:

We have revised the conclusions in the abstract as "Ventricular divergence correlated with, and might be predictive of epicardial wavebreaks during PVS at TH." (p 2, abstract)

Also, we softened the main conclusion in the manuscript as "Ventricular beat-to-beat morphological variation evaluated as divergence was correlated with, and might be predictive of, epicardial wavebreak during ventricular pacing at TH." (p 20, para 2)

6\. Remove "\*Fisher's exact test" from Fig 2 and include the information in Statistical Analysis.

Response:

We have removed the "\*Fisher's exact test" from Fig 2, and included the information in Statistical Analysis as "Fisher's exact test was used to compare the categorical data between groups." (p 10, para 2)
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Dear Dr. Hsieh,

We are pleased to inform you that your manuscript has been judged scientifically suitable for publication and will be formally accepted for publication once it complies with all outstanding technical requirements.

Within one week, you will receive an e-mail containing information on the amendments required prior to publication. When all required modifications have been addressed, you will receive a formal acceptance letter and your manuscript will proceed to our production department and be scheduled for publication.

Shortly after the formal acceptance letter is sent, an invoice for payment will follow. To ensure an efficient production and billing process, please log into Editorial Manager at <https://www.editorialmanager.com/pone/>, click the \"Update My Information\" link at the top of the page, and update your user information. If you have any billing related questions, please contact our Author Billing department directly at <authorbilling@plos.org>.

If your institution or institutions have a press office, please notify them about your upcoming paper to enable them to help maximize its impact. If they will be preparing press materials for this manuscript, you must inform our press team as soon as possible and no later than 48 hours after receiving the formal acceptance. Your manuscript will remain under strict press embargo until 2 pm Eastern Time on the date of publication. For more information, please contact <onepress@plos.org>.

With kind regards,

Manuel Zarzoso, Ph.D.
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Dear Dr. HSIEH:

I am pleased to inform you that your manuscript has been deemed suitable for publication in PLOS ONE. Congratulations! Your manuscript is now with our production department.

If your institution or institutions have a press office, please notify them about your upcoming paper at this point, to enable them to help maximize its impact. If they will be preparing press materials for this manuscript, please inform our press team within the next 48 hours. Your manuscript will remain under strict press embargo until 2 pm Eastern Time on the date of publication. For more information please contact <onepress@plos.org>.

For any other questions or concerns, please email <plosone@plos.org>.

Thank you for submitting your work to PLOS ONE.

With kind regards,

PLOS ONE Editorial Office Staff

on behalf of

Dr. Manuel Zarzoso

Academic Editor

PLOS ONE
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